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Before the time of Semmelweis and Holmes a mortality of from 10 per cent. 
to 15 per cent. from puerperal sepsis alone was not unusual. The attention of 
the profession since that time has been largely devoted to the reduction of mor- 
tality as the chief problem in obstetrics. In these days of scientific precision we 
must consider also the question of obstetric morbidity as a necessary part of the 
refinement of our art. “Not well since my baby came” is a too frequent story for 
a consideration of some of its causes and perhaps some of its remedies not to com- 
mand our most careful attention. A mother not only kept alive, but kept well 
and strong for her home is a theme worth our while. 


Morbidity Studied from the Standpoint of Sources 


1. Impaired Liver and Kidney Function. Some degenerative change in the 
liver and kidneys is probably constant in pregnancy. ‘In the more favorable 
cases this is said to consist of degeneration of only isolated cells. In the most 
advanced cases there is inflammation involving almost the whole organ, and 
large areas of degeneration and necrosis. Between these two extremes there are 
all grades of involvement, with, therefore, all degrees of impairment of function. 
To the degree that there is necrosis, impairment of function will persist and mor- 
bidity will result. Thus, the mother who should be young at fifty may be old at 
thirty through impairment of the detoxicating, glycogenic, and urea-forming 
functions of the liver and of the eliminating function of the kidney. Unfortunately 
we are apt to ignore the degrees of toxemia which do not produce the graver symp- 
toms but may still be a cause of morbidity through the crippling of these organs 
We should strive to reduce to the minimum the causes, aside from pregnancy 
itself, which contribute to liver and kidney break-down—such as infectious pro- 
cesses about the teeth, tonsils, appendix, or pelvis of the kidney; toxins from 
gastro-intestinal indigestion; excessive nitrogenous metabolism, etc. And we 
should keep close watch upon the index of function of these organs by frequent 
urinalysis and estimation of the blood pressure. 


2. Exacerbation of Accidental Pathology. Abnormality in any part of the 
body, especially tuberculosis or pyelitis, in their milder degrees, is very likely to 
be made worse by the course of pregnancy unless properly treated. A routine 
early complete physical examination in pregnancy will be very fruitful in pre- 
venting this type of morbidity. 


*Read in Section on Obstetrics and Pediatrics, Tulsa, May 15, 1918. 
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3. Obstetric Infections. Although probably 8,000 women die in the United 
States every year from puerperal sepsis, it is of only the milder infections that | 
am privile ged to speak in this paper. DeLee® believes that the estimate of 100,000 
infected puerpera in the United States annually is too low. In view of our knowl. 
edge of sepsis and the perfection of ase ptic technic in surgery, what a comme ntary 
are these facts upon our obstetric practice! These infections may show in the 
acute state only a slight elevation of temperature and a little temporary pain and 
tenderness—symptoms so slight as to be easily overlooked in the hurry of eve ry- 
day practice—and yet be capable of originating a long-continued low-grade j in- 
flammation with backac ‘he, bearing- down sensations, dysmenorrhoea, semi-invalid- 
ism—unrelieved often by major operations. Whatever may be said against the 
abuse of pituitrin in labor, be it said to its credit that it has materially lessened the 
frequency of vaginal examinations and of the use of forceps. Were this the only 
means of acc ‘omplishing this result, we would be tempted to agree that its frequent 
use is justified, for these practices increase the frequency of infection. Until we 
exercise the same care in technic in the management of labor that we exercise in 
abdominal section; until we refrain from unnecessary vaginal examinations and 
use, instead, when possible, abdominal and rectal examinations; and until we de- 
mand more in the way of trained assistance and proper environment and equip- 
ment, we will have to witness these unsatisfactory results in obstetrical cases, 


4. Displacements of the Uterus. A proper consideration of this very frequent 
cause of obstetric morbidity would require at least a brief and fragmentary con- 
sideration of some of the anatomical and mechanical factors involved. 

Noble,’ of Atlanta, experimenting with bags introduced within an inverted 
hernial sac and within the vagina below the cervix, and connected with a blood 
pressure instrument, has arrived at some very interesting conclusions relative to 
intra-abdominal pressure and pelvic supports. His experiments show the intra- 
abdominal pressure to be nil in the recumbent position, 18 mm. in the sitting 
position, 30 mm. in the standing position, and SO mm. as the maximum on cough- 
ing or straining. 

What are the elements that sustain this pressure and the weight of the pelvic 
organs? The principal element is the strong pelvic floor consisting of the sling- 
like levator ani muscles, the fascia above and below, and the triangular ligament 
(Fig. 1), the latter passing just below the levators almost horizontally across 
the pubic arch so as to close the front part of the pelvic outlet. Upon the sling 
formed by the levators rest the rectum and vagina. Above these structures are 
the pelvic viscera and their ligamentous supports. Only the true ligaments of 
the uterus will be considered in this phase of our subject. These are the utero- 
pelvic, the utero-sac ral, and the round ligaments. They all contain muscle tissue 
and become involved in infectious processes and in subinvolution of the uterus. 
Noble’s experiments indicate that they are capable of sustaining 25 per cent. 
of the maximum intra-abdominal pressure. Their most important function, 
however, is to act as guy-ropes to maintain the proper position of the uterus. 
The round ligaments, being attached to the part of the uterus which rises highest 
in the abdomen, undergo the greatest change during pregnancy, and, therefore, 
require more time for their complete involution and the resumption of their fune- 
tion to hold the uterus forward. The utero-pelvic ligaments extend outward and 
forward within the folds of the broad ligaments. They assist in supporting the 
body of the uterus and holding it forward and in maintaining intra-abdominal pres- 
sure. The uterosacral ligaments rise from the side of the uterus near the junction 
of the cervix with the body and pass upward and backward and are attached to 
the sacrum above. Since their site of origin is little altered during pregnancy, 
they the more readily resume after labor their very important function of holding 
the cervix upward and backward. As a result of these then, the cervix is held 
upward and backward, the fundus is held forward, intra-abdominal pressure is 
exerted on the posterior surface of the uterus, and its broad anterior surface rests 
evenly and gently upon its supports. (Fig. 2.) 
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A review of some of the very simple mechanical factors in labor would seem 
superfluous if our observation of post partum conditions did not convince us that 
these factors are too frequently ignored. During the first stage of labor the in- 
voluntary contractions of the uterus increase the pressure within the bag of waters 
driving it toward the point of least resistance, the cervical canal. The bag of 

waters, pressing from within outward evenly 
. in all directions, causes a gradual dilatation 
ool phincter of the ce-vix. During this stage the head, 
TWengular fitting against the lower uterine segment, 
sigament §=acts as a ball valve, dividing the bag of 
waters into two portions. The full force of 
the uterine contraction is exerted upon the 
upper, or larger, portion and there is re- 
traction of the fibers of the cervix and 
lower uterine segment up toward the body 
of the uterus and a gradual forcing of lymph 
into the lower uterine segment which fa- 
cilitates its dilatation. The force within 
the lower compartment is lessened by the 
ball-valve action of the head and there is a 
more gentle application of force to the di- 
lating cervix which favors the minimum of 
trauma, the force being also in the most 

Fig. 1 Showing the levator muscles and triangu- . . . 
lar ligaments forming the main support in the pelvic favorable direction to produce the dilata- 





floor, Their integrity usually prevents displacement 4 4 ; a. : . ‘BK; 
of me uterus to a sufficient degree to cause severe ton - that IS, from W ithin outward. Fig. 
symptoms. 3.) The natural state of the patient during 


this stage is a perfectly passive one so far as 
voluntary actions are concerned. The position of the uterus is not disturbed. 
There is simply a periodic increase in the intra-uterine pressure with dilatation of 
the cervix. It often requires the most insistent meddlesomeness to get the patient 
to depart from this perfect plan of nature and bear down in the first stage of labor. 
When dilatation is complete and the cervix passes up beyond the largest part of 
the head, the full force of the pains now exerted upon the lower portion of the bag 
of waters also, usually causes their rupture, the patient instinctively begins to 
bear down, and the child is grad- 
ually forced through the birth 
canal leaving the lower uterine seg- 
ment and its ligamentous supports 
practically undisturbed in their po- 
sition. 

The various methods for cutting 
short the first stage of labor—man- 
ual dilatation of the cervix and the 
use of bearing-down methods, pitu- 
itrin, and forceps, before complete 
dilatation of the cervix—increase 
the amount of laceration of the 








eeer f ; > > > ‘ : utero: Petv© Ligement 
cervix with its frequent resultant \ poe ean pw prone +3 
infection and subinvolution of the \ Brim of Pelvis 
uterus and its ligaments. If there Fig. 2. Showing the buoyant action of the ligaments of the 
has been undue st retching of the uterus. In the norma! posi intra-abd 1 pressure is exerted 


° . on the posterior surface of the uterus and the broad anterior sur- 
ligamentous and fascial supports, face rests upon its supports. 


or subinvolution of the uterus and 

its ligaments, or too early getting up after labor, a dropping downward and forward 
of the cervix and a tilting backward of the fundus into retroversion may easily 
follow such slight factors as straining at stool, a full bladder, climbing stai s, or 
lifting. Intra-abdominal pressure will then be exerted on the anterior and upper 
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portions of the fundus and the small cervical end of the uterine wedge will be 
driven in the direction of least resistance into the vaginal canal. These factors 
would seem to explain Flint’s observation that 
displacements of the uterus are more often as- 
sociated with lacerations of the cervix than 
with lacerations of the perineum. 

If the integrity of the pelvic floor is good 
the displacement may be followed by only 
slight symptoms, such as sacral pain at the 
menstrual period and after exertion and in- 
creased menstrual flow. If there has been 
laceration of the perineum, the displacement 
downward will be more marked with more 
dragging on the ligamentous supports and more 
disturbance of circulation in the uterus and 
adnexa and, often, severe symptoms—-severe 
sacral pain, a sense of fullness in the pelvis, hot 
and cold flashes, headache, nervousness, ete, 
This is the class of patients who are constantly 
consulting us and our fellow-gynecologists for 
relief. 

Frequency. From an analysis of a number 
of private and hospital cases, Flint* estimates 
that at least 20 per cent. of women have dis- 
placements of the uterus after labor. 








Fig. 3. A cavity of uterus. Pressure greater o . ° 
than in B, dilating bag, head acting as ball valve. Prevention. Avoid over-stretching of the 


ligamentous and fascial supports. Avoid lac- 
cerations; repair immediately if present. Observe the height of the fundus from 
day to day after labor. Make bimanual examination at two weeks and six weeks 
po t partum and oftener if untoward conditions are present. Bimanual examina- 
tion weekly after the second week until involution is complete, is preferable. Treat 
subinvolution by ergot, or ergot, quinine and strychnine in the first two weeks 
post partum. After that use, also, hot douches and tannic acid and glycerine 
suppositories. Avoid constipation, a full bladder, early getting up. lifting, ete. 
The knee-chest position for five minutes daily for several weeks is a good routine. 

Curative Treatment. Two to six weeks post partum: ergot, quinine and 
strychnine three times a day; the knee-chest position for five minutes twice a day; 
prolonged hot douches once a day; tampons once every four cr five days. After 
six weeks the pessary should ke introduced ard worn fcr several weeks. If the 
displacement still persists, the patient must chcose Letween sufferir g the condition 
to continue, the continued use of the pessary or a laparotomy. 

Results. Flint* reports eighteen cures in twenty-one private cases treated 
in this way, two of the failures being old displacements, the third a case of infec- 
tion. In my own experience cure has followed in practically every case except 
those cases with a history indicating an old displacement. 
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Surg., Gyn., and Obst., Vol. XXIV, p. 633; Vol. XIX, p. 241. 
Am. J. Obst., Sept. 1916, p. 433; pag 1916, p. 77 (This I regard as one of the most pernicious 
articles in its effects.); Mar, 1915. p. 407; Sept., 1917, p. 405 


Discussion 


Dr. J. A. Hatchett, El Reno: Mr. Chairman, Dr. Fowler has given us a most 
excellent paper, and the high ideals that he has expressed in that paper are all 
right, if you could just have it so that we could get $150.00 or $200.00 for every 
labor case we had. That would be all right, too, if he had just gone a little farther. 
This is a work of evolution, gentlemen, on your part; the reason we do not get more 
for our obstetrical cases is because we have not worked for them and demanded 
pay for them. It takes the lifetimes of two or three men to bring about these evo- 
lutions; you cannot bring revolutions in medicine, but we can bring about evo- 
lutions. 

I will say to you that obstetrical practice in the State of Oklahoma as a gen- 
eral thing is very badly done, considering the importance of that practice. When 
a woman is performing the greatest function of her race she should be the object 
of the most solicitous care, and she should have the advantage of every precaution 
about which Dr. Fowler has spoken, there is no doubt about that, and all ry ot 
ful people who have studied the question of obstetrics carefully have come to that 
conclusion. They know, however, that they heap upon themselves immense re- 
sponsibility and a great deal of labor for nothing: they realize that fact. 

Of course it is well for Dr. Fowler. who has everything at his command, who is 
teaching obstetrics, who has his own lying-in service, to give us these high ideals; 
but the conscientious country physician over on the branch down in the “sticks” 
cannot carry all those home and practice them. They are not practical. He can, 
however, do a great deal more than he does do; he can do part of them. 

In every case of obstetrics we have, we ought to encourage our people to engage 
us early. Our people do what we want them to do, if we are tactful, if we go at 
them right. Your people, doctor, do just about what you want them to do, if 
you go at them right; you can get them to do just as you want them to do. Al- 
ways thank a lady when she comes in and engages you to wait on her; she has 
bestowed on you a great honor, a great favor in coming early and telling you that 
she is about to perform the greatest function of her life. When the greatest epoch 
of her life is coming upon her and she engages you to see her though the ordeal, 
you should thank her for it right then and there. You should take her history, you 
should tell her what you want her to do, you should educate her. We do not do 
enough of that. That takes time, but we must charge for that, too. We must 
charge for examining them; never fail to charge, you can examine them in two or 
three minutes and you should never fail to charge them a dollar or more on your 
books. 

Let us take our cases and make more out of them than we do. Let us make 
three times as much out of the cases as we do; they will pay it. If we do the work, 
they will pay us. The trouble is that as a mass we do not do that; we ought to do 
that. As old as I am, I teach my pupils when I lecture in the State University to 
get their cases as soon as possible; have them come promptly, charge them for 
coming late. 

I am getting so that I do not go to a case of obstetrics at all that calls me 
without my having been engaged; I go right to bed. I give them to understand 
that any husband who is so careless as to let his wife pass through such an important 
period of life without having made some a-rangement for having her observed does 
not deserve any consideration, and if he was the only one to suffer, he would not 
get any. I give them to. understand what must not be done, they must cut that 
right square out, they must eagage the doctor and then let him take the patient 
under his care and observation. Give her the most solicitous care, because she 
deserves it. You will be surprised after you get them how willing they will be 
after that. “ 
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A good many families will pay you $100.00 for carrying a woman through 
the nine months of pregnancy and through labor and through the puerperium; 
that is a point we have got to understand better and we have got to practice it 
better. 

Of course a great many men in the general practice of medicine dread ob- 
stetrics; they would not do it if they did not have to. They only do it because 
they have to do it to hold other practice; what we have to do and what we are 
forced to do is generally badly done. That is the reason for the enthusiasm of Dr, 
Fowler and Dr. Wells; you see they are just as full of obstetrics as a dog is full of 
fleas. It is because they have made it a specialty; they are in love with it, they go 
into it with cheerful and earnest efforts. They know all the lines and all the ram- 
ifications and all the refinements of obstetrics, and it is nice for us to know them 
and it is nice for us to carry home with us and practice as many of those as pos- 
sible. 

Consider toxemias in pregnancy, how dangerous they are, and what morbidity 
they cause. A blood pressure will detect them quicker than an analysis of the 
urine. We should study these toxemias and we should make the urinalysis and 
record it, and let our patients understand that we must have them. They are 
under our care, and we are responsible. The reason we are not paid better is be- 
cause we do not earn it. If you will try that, you will never quit it. 

Make an obstetrical record; have your obstetric book. Put down that “Mrs. 
So and So” came in and then make a general examination and put it on her page. 
Every time she comes in, have her urine examined: encourage her to have it ex- 
amined at least once and her blood pressure taken. Charge her for it. You will 
then know all about it, when she comes to labor. At certain times make your 
examinations and make your measurements. When you go to do a cesarean, you 
do not want anything done, you don t want any examination done. In that way 
you will overcome a great deal of this morbidity. You will not overcome it all, 
because there is one phase of this question we do not look at right. We came 
down from prehistoric times from different tribes. You know that what I am 
telling you is the truth; you know that some women are peculiarly fit for raising 
a large family; they get through their labors very nicely. They slip through with 
a very little morbidity, some of them slip though with very, very little morbidity 
and their vagina is as tense after they have borne ten or twelve children as it was 
to begin with, and their perineum is strong, and the elastic tissues in their geni- 
talia are fine for stretching in labor. Another woman will tear like an old piece of 
cloth. That is heredity; we sometimes forget that. We have all seen them; we 
have wondered at the matronly happy woman with a bright smile, with love 
twinkling from her eyes; she has a strong vagina, that is tense, no lacerations of the 
perineum to amount to anything, a fine perineal body with plenty of stretch, 
model genitalia. You will have no trouble with that woman; I have had thirty- 
five years’ experience and I have found out they propagate the species all right. 
Dr. Fowler knows this, he has noticed it; you have noticed it, Doctor. Some 
people just go through, they naturally have children, and they are bright and happy 
and well and all right; while other women, the very woman you think will have 
no difficulty—she is big and fine, her measurements are good, she is healthy, she 
is all right and has nothing the matter with her, no morbidity—vet when she goes 
into labor you will have a terrible time with her. You must think of that side, too, 
because it is a fact. Heredity plays a very important part in this matter. 

The Chairman: This has been a very important paper, gentlemen. It is 
getting a little late, but I would like to hear a rather free discussion if we can 
have it, and at the same time rather brief. We will be glad to hear from any mem- 
ber. 


Dr. Lewis, Ryan, Oklahoma: In speaking of this paper I must say that it is 
a fine one, one that we might study very profitably. From my experience in 
obstetrics, in the majority of cases waited on the average country practitioner 
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js not summoned until labor begins. I think that subject is one that ought to be 
discussed. The professor of obstetrics has advantage over men who are in the 
general practice in isolated communities. I would not take a case of obstetrics 
if there was any possibility to avoid it, but sometimes it becomes necessary in 
the practice to do that, as far as that is concerned. What Dr. Hatchett says is 
very good, we owe it to ourselves to increase the pay, but what are we going to 
do when we have a lot of competitors who take the cases at any price they can get, 
on the theory that they are so much ahead, they are not doing anything anyway ? 

The financial end of medicine is teo much neglected. I am not an object of 
charity, and I am not doing charity work, unless it is necessary, and it is not always 
known at the time. The practice of obstetrics is the most undesirable practice 
that the general practitioner can have. I believe on the whole, from a universal 
standpoint, we get less pay, less consideration, less thanks, and less general ap- 
preciation from the family afterwards than for any other class of work. 

It is considered that many women in the community know about as much 
about it as the doctor, and some of them do get by just about as well as the doc- 
tor. Instrumental cases do not occur when these old women show up; I do not 
know why it is, whether it is selected cases or not. 

I have waited on cases under all conditions and adverse circumstances, | 
have had cases where I considered my hands cleaner than the case when I got 
there. As to using gloves and things of that kind, I use them quite frequently. 
The only case of infection I ever had that amounted to anything, in my practice 
-and I believe I have waited on over five hundred cases—occurred in one of the 
very best families, under the most careful conditions with a trained nurse at the 
bedside. 

I have waited on cases where they would throw a bale of hay down for a bed 
and put a wagon sheet over it, and I would never see them again till a week after- 
wards when they would come up town with the baby in their arms. Under con- 
ditions of that kind where you do instrumental deliveries, where the sanitary con- 
ditions are indescribable, where you do well to get clean rags to wipe your hands 
on, those cases go right along and get a good recovery. That is one thing I believe 
the good Lord has got a hand in because we certainly see very little bad after- 
effects in the country practice when we take into consideration the possibilities 
and the probabilities that follow an average case of infection. 

There are numbers of cases of infection for which we are unable to find any 
cause; I do not believe the baby in those cases has anything to do with it. I think 
that in a great many of those cases, as the doctor said, it is due to toxic conditions, 
or local conditions or preinfections or things of that kind. Then it has got to be 
more or less a habit with a great many women to attribute every ache or pain to 
something which occurred during their last confinement, and it may not be but 
eighteen months till they will have a chance to repeat the trouble. 


Dr. W. W. Wells, Oklahoma City: I do not want to talk about every one of 
these papers, but this obstetrical work and the surgery connected with it is cer- 
tainly interesting to me. I think we are greatly indebted to Dr. Fowler for his 
paper; I certainly appreciated it. 

He has very eloquently described the displacements of the uterus. I think 
that a great many of these displacements are overlooked; that is a thing that our 
surgical and gynecological men can benefit from. Whether it is our mistake or 
just our neglect in instructing the patient what to do, I am not prepared to say. 

Dr. Pollock, of Long Island College Hospital, has his patients from the tenth 
to the fifteenth day afterward get up and put on what I would call rompers and 
get on their hands and knees and go up and down the halls of his hospital. The 
women walking in that position take their exercise morning and evening. It throws 
the uterus forward instead of hackward. This idea of a woman lying on her back 
all of the time in the puerperium is absolutely wrong; she should be on her side 
As Dr. Fowler has told us, she must change her position, and thus she changes 
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the position of the uterus. That is why those women get up and go about the 
halls that way. 

He spoke of the knee-chest position. The knee-chest position assumed say 
for five minutes before they get up in the morning and the same thing in the evep. 
ing, will show immediately thereafter upon examination that the uterus is retro. 
flexed, if you are trying to replace it by the knee-chest position or by tamponing 
in the knee-chest position. I think we should get away from shortening the round 
ligaments, however, we all like to do it—it is a nice operation—lI believe it is not 
necessary in a great many cases. 

Dr. Hatchett spoke about many of those places where they do not think of 
touching a case of obstetrics for less than $100.00. If they were going to take out 
an appendix they would do it for $50.00 or $75.00, but they will not take a case 
where they have the liability of losing the mother and the child—two instead of 
one—in a simple opération such as obstetrics is. 


Dr. L. J. Moorman, Oklahoma City: I came in this section because I could not 
find the medical section, and I have found it too interesting to get away. I have 
found that the same thing is true of medicine, you cannot get away from it any- 
way; it touches all the other specialties. 

I was very much interested in this paper of Dr. Fowler's, it certainly is an 
excellent paper and one that should be very seriously considered, it seems to me. 
I was taught when a medical student that labor was a physiological process to let 
the woman have the baby, and I think that is a good teaching when applied to 
the actual state of labor, with all this manipulation and so on, that has been con- 
demned today; but it is not good teaching when it comes to morbidity. So is the 
mere act of living a physiological process, but you know how much good is accom- 
plished by making living conditions fit. 

Dr. Fowler certainly is right in stating that every woman has a right to de- 
mand the precautions which he has set forth here; I think there is no question about 
that. These phases of obstetrics have touched my work very often. In the last 
few days I have had a serious problem, of helping to determine whether or not a 
woman should be permitted to go on with her pregnancy or whether or not that 
pregnancy should be interrupted on account of a condition of tuberculosis. 

That is a thing we should all keep in mind—tuberculosis—as far as infection 
is concerned, which no one is capable of handling; and there is always that poten- 
tiality present, the possibility of tuberculosis becoming a clinical disease. And we 
know that tuberculosis in pregnancy is dangerous, from the strain that comes with 
it and the puerperium. 

There came to me an experience which I had a few years ago. I became well 
acquainted with a young doctor who had a wife and three beautiful children, and 
I learned that these three children were all delivered though the abdomen, three 
cesarean sections. That really impressed me, after what Dr. Fowler has said 
about morbidity. This woman had never had a vaginal examination during her 
pregnancy with either of these children; it was known she had a contracted pelvis, 
and when the time came for labor she was taken to a hospital and the baby was 
taken through the abdomen, just as a precaution to prevent the evil results which 
might follow. 


Dr. F. R. Wheeler, Manford: It is almost dinner time; I am not hungry ex- 
cept for more of these talks. I certainly admire the doctor’s paper very much. 
I believe obstetrics from time immemorial is purely surgical. The oldest I have 
ever read about were surgical; when Eve came to this world, a surgical operation 
was performed, and it has been surgical ever since. We have enjoyed this discus- 
sion all along the line. 

I have been called to cases where I was met at the door with: “Hurry up, 
Doctor.” What time am I going to have for cleanliness? Had I been called like 
these modern doctors are, I would have had time to do all these things. 
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But when you get out and drive an old Ford car and it stops on you, you have 
got to have some practice. In these cases where they do not call you until the 
eleventh hour, what are you going to do? 

I know we have got to charge higher fees, but after a while we are not going 
to have so many doctors in this country. We have got to have higher fees, or we 
won't get very much to do. I like the brother’s talk, but what are we going to 
do in these country cases? 

I believe in blowing my own horn; in my practice extending over a quarter 
of a century I have never had one patient to die from infection. I have had pretty 
close calls, but I always managed to get through some way. 

What are you going to do about these cases where when you are called maybe 
the woman is flooding and you have got to hurry up and get as clean as you can 
and get after it? 


Dr. Fowler (closing): I appreciate some of the difficulties of the man 
who practices in the country. You men that practice in the country imagine 
that all of our cases are very wealthy people that come to us early every time and 
expect to pay a very large fee, and all those things. You know that I practiced 
medicine, I believe, for at least three years before I was engaged to wait on a case 
before the time of labor. They called me because they could not get anybody else 
to do it. Just like most young men that go into the city practice, I took what 
nobody else wanted, but I charged the same fee that other men charged. I went 
and waited on the cases and did the best I could; I want to say that I kept in mind 
all the time the things that I thought ought to be done for a woman when she is 
pregnant and when she is in labor, but I did not get an opportunity to do them for 
three years. 

If we do this, after a while there will be a young lawyer or a young school teacher 
or somebody else who will consult you early. What I am pleading for is for us to 
keep in mind obstetric ideals, the things that ought to be done for a woman, the 
things that we want done for our own wives. We ought to have a fee for this, of 
course. I appreciate very well that none of us can get the fees we deserve for 
obstetrics until we have a great deal of prestige in that particular line. People 
are not in the habit of paying, and in fact there is a great injustice in this obstet- 
rical practice, and if we have strong competition, if we are not as busy as we would 
like to be, we have to compete with the other man in his fees. As we get busier, we 
should begin to ask what we believe the work is worth; that is the only way we are 
going to get obstetrical ideals realized. It does not happen in a day. 


I am just as sympathetic as I can be for you men in the country who have these 
conditions to confront, as I know they are, because I have had the same thing my- 
self and I still have too much of it. If I have a patient in the country and if I am 
not able to get very much out of he patient, the practice that I have made is to 
talk to that woman about the importance of not getting up too soon, and to tell 
her that I will come back to see her at the end of two weeks to see if everything is all 
right. If I come back and find she has been up since the eighth day, I try to do 
the right thing by her so far as she will pe mit me to. I tell her that a vaginal 
examination should be made at the end of six weeks, and that if she will come to 
the office I will be glad to give it to her; that if she has pain in the back or any feel- 
ing of discomfort about the pelvis I will be glad to make an examination if she will 
come to the office. That is all we can do; we cannot revolutionize things, as Dr. 
Hatchett said; it has to be an evolution. But if we keep in mind the things we 
ought to do with these women, it will surprise us and the young lawyer's wife 
will tell her friends. She is going to say “Dr. So and So takes care of you all the 
way through, go to see him.” If they would have gotten along well anyway, they 
will attribute a lot of it to your care; it may be they would have gotten along 
just as well without you, but we can prevent a great deal of this trouble. 


There is another thing that I omitted. In the standard of service adopted 
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in the New York hospitals, where there is a probability of operative inter- 
ference, in cases in which an abnormality is probable, the patient is given 
hospital care, and the hospitals give that care to the patient whether she is able 
to pay for it or not. You know these borderline cases ought to be in the hospital. 
These cases in which we anticipate that an abnormality is present or is very likely, 
ought certainly to be in the hospital; they ought to have the same care that our 
appendicitis or gall bladder cases have. But I think that all of us will have to have 
a good deal of rough and tumble obstetrics, I know that, but I do believe that we 
ought to have the ideals in our minds and that we ought to give the patients 
the benefit of this better treatment just as long as they will give us the oppor- 
tunity. 


CLINICAL ASPECTS OF ENDOCARDITIS* 
By M. P. SPRINGER, M. D., Tulsa, Okla. 


Endocarditis, defined as an inflammation of the lining of the heart, is a prev- 
alent condition that failure to recognize leads to dire results. It is a disease that, 
once thought of as a possibility, will clear up many obscure diagnoses and upon 
the institution of the proper prophylactic measures may be the means of saving 
to industrial society a useful individual instead of a life cripple dependent upon 
society. 

Classification: Endocarditis, like many other conditions, is classified from 
different points of view. Osler classifies the disease as to its form: According to 
the nature of the infecting organism as streptococcic, rheumatic and pneumo- 
coccic; according to the character of the lesion, varicose and ulcerative; as to 
the severity of the symptoms, benign and malignant. A knowledge of the etiolog- 
ical factor is of great importance in the diagnosis and treatment. 


Etiology—Pathology: No single organism is responsible for endocarditis in 
all cases; it may occur in any phase of any acute infectious disease. In children, 
it is more commonly found associated with or after an attack of rheumatism or 
tonsillitis; this is the causative factor in 90 per cent. of the cases. -The specific 
organism is a so-called Payne-Poynton bacillus. In adults we must never overlook 
a luetic infection. Whatever the invading organism may be, the end result is 


the same. 

We have an inflammatory condition chiefly affecting the heart valves, most 
frequently the mitral valve is involved. The aortic valve is the first one affected 
in pneumococcic conditions. The same general pathology applies to all. We 
have a deposit of bacteria from the blood stream upon the heart valve, the cusps 
become infiltrated, inflamed, thickened and covered in addition to the bacteria 
with fibrous exudations from the blood so that the localized condition grossly 
resembles a dark red, friable mass. Emboli from these deposits may be carried 
by the blood stream to any part of the body, giving rise to severe symptoms, 
shutting off the blood supply from the tissues and leading to infarcts. In the 
graver conditions death may follow. Again the valves may become sclerosed and 
cause a permanent deformity leading to the accompanying cardiac signs. Be- 
cause of the clinical signs arising from the injured heart muscle, we must not 
forget the effect of toxemia itself upon the muscle. 

The grave end results causing permanent impairment of the heart and its 
musculature renders it absolutely necessary that we recognize the condition of 
the endocarditis. The virulence of the infection, and the pathology of the dis- 
ease is such that given the slightest opportunity a marked permanent impairment 
of the heart’s function will result. To prevent the foregoing condition the dis- 
ease must be recognized in its incipiency and therefore by the attending physician. 


*Read in Pediatric Section, Tulsa, May 15, 1918. 
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A visit to a children’s hospital will show how often we have failed in our full duty 
to a little patient; bed after bed will be occupied by heart cases. A careful in- 
quiry into the individual history of each case will reveal the cause. Some time in 
the past the child has had an attack of rheumatism, tonsillitis or perhaps just 
“growing pains; but when one stops and thinks of the little patients that can never 
do anything, or be anything but “cardiac cases” in a children’s ward, they will 
realize that the time given to the study of a simple tonsillitis or an aching joint, 
is equal in the end result to the time spent upon a case of pneumonia. It is pos- 
sible that a physician may be of more value in a case of tonsillitis than in a case of 
pneumonia. The local condition of the throat itself is not so important as the 
result that may follow it. Yet how many cases of tonsillitis with a temperature 
of 103 to 104 escape being confined to bed! 


Diagnosis—Symptoms: The general diagnosis of endocarditis, as in the 
diagnosis of other conditions, is rendered much easier if we think of endocarditis 
as a possibility. In a very typical case we might diagnose the condition from the 
symptoms alone; this, however, is a very poor method to follow in the diagnosis 
of any condition. If a mother came to us and told us that a short time ago the child 
had an attack of rheumatism that kept it in bed for several days, that the child 
did not allow anyone to move it, and that the child did not seem to have any 
energy or vitality, that the child complained of lumps in its neck and pains over 
its heart and that its heart jumped, then we might suspect the cause of the trouble. 
Fortunately or unfortunately such is not often the case. The knowledge of the 
pathology of the condition will show us how varied may be the symptoms. They 
may complain of an obscure chest pain, or pain in the stomach. In children it is 
often fever, or that the child is just not doing well that brings them to physicians. 
To sum up: In history taking, think of endocarditis as a possibility and if a single 
symptom may have as its cause endocarditis, diagnose the case endocarditis until 
you have absolutely ruled it out. 


Diagnosis—Physical Signs: For the same reasons that the symptoms 
may vary, so will the physical signs. We may have practically none at all or 
we may have every known sign. The signs of endocarditis are the signs of organic 
heart lesions; this would be expected for chronic heart lesions are the result of endo- 
carditis. To these physical signs we would add in an acute case: a septic temper- 
ature, a heart rate out of proportion to the temperature, prostration of the patient 
with a picture of distress; the flushed face with a sallow yellow band about the 
mouth and a contrasting light and flushed areas; the throbbing of the veins of 
the neck, and the signs of precordial activity sometimes appearing as if the entire 
left chest was responding to a great power within. We would, of course, have in 
addition to the foregoing an extension of the heart borders and murmurs—oh, 
lots of murmurs. 

Take this warning: The last condition to base the diagnosis of an endocar- 
ditis upon or any heart lesion is a murmur and yet a murmur may be the only 
demonstrable sign of endocarditis. 


Diagnosis—Differential: A differential diagnosis of endocarditis is an ex- 
tremely interesting problem because endocarditis can so well simulate so many 
conditions. This may be seen in the following illustrative case: The patient was 
a child of twelve years who was not gaining strength rapidly enough to suit the 
anxious parents. The time the patient was seen was three weeks after it had 
suffered from an attack of fever followed by a rash; the cause of the fever and rash 
was unknown. The patient now had a septic temperature rising as high as 104, 
pulse rate 130 to 160. The history revealed growing pains for many years, and 
repeated attacks of tonsillitis for two years, associated with a swelling of the glands 
of the neck. A tonsillectomy decreased the number and severity of attacks. The 
child was active in school life but became fatigued upon exertion; the mother had 
noticed the pulsations over the heart. 

The essential physical signs were as follows: The patient was well nourished 
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and a well developed girl of her age, she was in some distress on account of her 
rapid breathing, complained of pain in one thigh, on the surface of which were 
minute petechae. The lymphatic glands of the neck were enlarged; a large part 
of each tonsil remained in place. The chest was symmetrical to the eye, left costa] 
border moved more slowly than the right costal border; marked pulsations over 
precordial area, pulsations in the carotids. Apex beat was in the fifth interspace 
and to the left of the nipple line. Palpable thrill over precordial area. Systolic 
impulse, diastolic impact were present. Murmurs heard over entire anterior 
chest in all phases, systolic murmur in the left axillary line and _ posteriorly, 
Laboratory examinations revealed slight albumen in urine, Widal’s reaction pos- 
itive 1 to 100 dilution. Blood culture negative. White blood count 20,000 with 
a relative increase of polymorphonuclear leucocytes. 

Discussion: Thinking of endocarditis as a possibility, we obtain a positive 
history of tonsillitis and rheumatism. The failure to remove the entire tonsils 
explains the recurring attacks of tonsillitis and enlarged glands of the neck. The 
cause of the rash remains unknown. In younger children, it might together with 
enlarged glands be classified as a glandular fever; we have found endocarditis 
often associated with glandular fever. 

The fact that the patient is well nourished does not speak against endocar- 
ditis; the patient is generally well nourished in endocarditis and only in extreme 
cases is there emaciation. Only with great impairment of the heart would we ex- 
pect any retardation of development. The rapid rise and falling temperature with 
the heart rate out of proportion to the temperature and only falling a few beats 
with a marked lowering of temperature is typical of endocarditis. You will note 
in this case that while the temperature is 99 the lowest heart rate is 130. 

Petechiae in endocarditis often result from emboli; this condition being mo e 
common in the lesions of the mitral valve especially in stenosis. In this case the 
pulsation in the femoral and the popliteal arteries were palpable and we therefore 
have no large emboli. Minute emboli would explain the pain in the thigh. Only 
in very young children with grave heart lesions would we expect a symmetry of 
the chest. Pulsations over the precordium are due to an increased area of the heart 
lying against the chest wall with a marked increase of the heart's activity. The 
left costal border failed to move out as rapidly as the right because of the enlarged 
heart pressing down on the left dome of the diaphragm giving that side a mechanical 
advantage. Rales in the chest especially at the right base would be expected from 
impairment of the heart’s function. 

Endocarditis is often confused with tuberculosis but in this particular case 
there are no further signs of tuberculosis. We are not so apt to confuse endocar- 
ditis and tubercu ar conditions in children. In adults sometimes it is necessary to 
take advantage of every single fact and physical sign to distinguish between the 
two conditions: Any positive sign of tuberculosis would of course establish the 
diagnosis of that disease. It is generally the lung signs that are confusing, which 
may be due in endocarditis to a stasis because of impaired heart action. This 
is especially the condition when the lung signs are at the base. We must never 
forget that we may be dealing with an embolus or an infarct; pulmonary infarcts 
are rare. We have a greater loss of weight and emaciation in tuberculosis and if 
the heart rate and temperature are such as to resemble endocarditis we should 
have physical signs of an advance tubercular case. The laboratory methods 
will aid in the diagnosis; leukocytosis is the rule in endocarditis, but if the two con- 
ditions were associated leukocytosis might be absent. Blood culture would help. 
In this illustrative case the cultures were negative but no special effort was made 
to grow the Payne-Poynton bacillus. The cardiac condition is a picture of mitral 
stenosis and insufficiency with a dilatation of aortic ring. The important signs 
to observe in cardiac phases of endocarditis is the change in the heart sounds and 
the change in heart borders. The fever and increased activity of the heart would 
differentiate from a cardiac condition unassociated with an acute endocarditis. 
One might suspect endocarditis in a child at the beginning of some acute infectious 
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disease only to have the heart signs disappear with the lowering of the temper- 
ature. In all conditions of fever in children and during the course of all infectious 
diseases we must constantly observe the heart. 

Endocarditis and typhoid fever are more apt to offer difficulty in the differ- 
ential diagnosis than endocarditis and tuberculosis. In this case we have a posi- 
tive Widal, on inquiry we learned that the patient had received a typhoid vaccine, 
this explains it. Even if the Widal remained positive without explanation we must 
not forget that it is but a single laboratory sign against a number of opposing 
clinical signs, and laboratory signs should be given no greater weight than clinical 
signs. 

The differential points between endocarditis and typhiod fever are the tem- 
perature chart, the rapid rise and fall in endocarditis as opposed to the continued 
fever in typhoid; next, the rapid heart rate in endocarditis and a slower rate in 
typhoid. The abdominal pain may be confusing in endocarditis; this particular 
patient did not complain of it, but many children do; it is generally caused by a 
stasis in the liver and spleen due to impaired heart actions. In rarer cases the 
pain may be due to an infarct or an embolus. In adults we may have a ptosis of 
the liver from stasis that is sometimes mistaken for an abdominal tumor. Blood 
findings are important. Blood examinations will distinguish between endocardi- 
tis and the active phase of malaria. 

Treatment—Prophylactic: The removal of all foci of infections anywhere in 
the body will tend to prevent endocarditis. This would include especially oral 
sepsis, teeth and tonsils. In children repeated attacks of rheumatism and ton- 
sillitis lead to endocarditis. Long rest in bed following any acute infectious dis- 
ease, especially tonsillitis and rheumatism, is the greatest single preventative of 
endocarditis. We must also remember that physical signs of the heart lesion may 
develop long after the subsidence of the acute infection. If rest is of importance 
in the prophylaxis, it is a vital necessity in treatment; as soon as a case is placed 
in our care we endeavor to secure absolute rest, both active and passive. The 
patient is put to bed, not allowed to exert himself in any way. Sleep is secured by 
means of a narcotic if necessary. An ice bag, light in weight, is placed over the 
precordium. Diet and drug treatment depend upon the condition of the patient. 
If the heart is compensating, it is our custom to give a nourishing, but not bulky, 
diet. We limit the food and liquids, if we have any ascites. Salicylates are given 
in moderate doses in a case where we have a Payne-Poynton infection without 
signs of an acute condition. If the case has an acute attack of rheumatic fever 
with joint involvement, we would of course give heavy doses of salicylates and 
alkali. Digitalis is used for dilatation of the heart with a rapid heart rate. Bro- 
mides are of value to secure rest in children, and may be of special value in asso- 
ciated cases of chorea. Vaccines in our experience have failed; we have never 
used serums. 

The patient is kept in bed just as long after all symptoms have disappeared 
as possible. This may be one to three months. During the rest in bed passive 
massage, and in later days of rest in bed active manipulations are of great value. 
This helps to keep up the tone of the muscles. When we think the heart is fully 
recovered, we permit slight exertion on part of the patient and carefully note effect 
upon the heart rate, heart borders and heart sounds. If there is any marked change 
in any one of these conditions, the rest is continued. 


To Summarize: Endocarditis is a common disease that very often is not diag- 
nosed in its incipiency. Failure to recognize may limit the life activity of the 
patient. To think of endocarditis as a possiblity is to diagnose it. Absolute rest 
after all acute febrile conditions is a great prophylactic agent. Continued quiet 
and rest are the basis of treatment. 

The Chairman: It is a very interesting paper and I will be glad to have a 
very free discussion; it is now open for discussion. Will Dr. Flanagan open the 
discussion ? 
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Discussion 


Dr. O. A. Flanagan, Tulsa: I want to first express my appreciation of the 
paper; it was certainly very excellent. The most important period of the life of 
any organism is the period when it undergoes its greatest development; and that 
is particularly true of children. It is also particularly true in children in whom we 
have the greatest number of these acute infectious diseases, such as scarlet fever, 
measles, diphtheria, and all the acute infectious diseases. We find these mostly 
in children and it is their effect upon the heart which we wish to notice and pre- 
vent. 

In the present day rush of getting the child through its elementary branches 
and getting it into the high school as quickly as possible, we frequently come across 
parents who wish to push the child along as much as possible without giving it 
the period of rest suggested by Dr. Springer in his paper. 

I want to emphasize that a little more. In every case where there is some tox- 
emia in children with fever, we should stress the importance of keeping that child 
in bed, and the importance of keeping it quiet until this toxemia has had time to 
be eliminated and its infectious action on the heart done away with as a possi- 
bility. 

Another thing that might be mentioned in connection with the case is the pos- 
sibility that rheumatism might exist in a child without any very pronounced man- 
ifestations of rheumatism. That is, we have I think a rheumatic condition of the 
heart with the rheumatic infection located in the endocardium without having 
any other signs which will give us any idea of the nature of the infection. In other 
words, I think that rheumatic fever is an exact entity in itself of the endocardium 
just as much as it is of the joint or of the muscle, and it is in these cases that the 
point of diagnosis comes up and gives us the greatest trouble. However, as the 
doctor said, in the case with the threatened endocarditis, if we notice the pulse 
and the rapidity of the pulse, it is often possible to get an index of the amount of 
work that is on the heart, and if the heart is accelerated excessively we will know 
that the heart is laboring considerably more than it should labor and calls con- 
sequently for rest and quiet even though we have not made a diagnosis of endo- 
carditis. 

Another thing in the endocarditis of children which may be and I think is 
quite a differential point from that of adults is that the endocarditis of children is 
not accompanied by the symptoms that we see in adults. In the case of children 
with endocarditis where it is of a remedial form, I mean before the period of de- 
composition has taken place, we do not have the symptoms of toxemia and edema 
which are the signs of endocarditis in the adult. ‘That is, I say if we want to make 
our diagnosis before we have those signs, we are overlooking the early diagnosis 
of endocarditis. The same thing is true if we wait before we make our diagnosis 
for the presence of the murmur. The endocarditis should be diagnosed and pre- 
vented before the murmur has ever had an opportunity to develop, and the best 
way to prevent that is to give the child which has one of the acute infectious dis- 
eases an opportunity for the heart to get just as quiet as possible; and the only way 
to accomplish that is to put all these children at rest in bed if they have any tox- 
emia and fever. 

Another thing in connection with the treatment of endocarditis is the value of 
morphin in these cases of accelerated heart in children that especially are due to 
endocarditis or due to involvement of the endocardium. I think that morphin 
possibly is the greatest aid we have in the treatment of endocarditis in children; 
I think it acts much better than digitalis and the bromides and I think that if we 
use it with discretion there is very little if any danger of producing the morphin 
habit. 

Dr. W. A. Fowler, Oklahoma City: I think this is a most excellent paper and 
I am sure that we have all enjoyed it and profited by it. 

It seems to me that the doctor has struck what should be the keynote of our 
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endeavor in almost all kinds of sickness, that we should seek the etiology and the 
pathology and try to remove that as the most fruitful field of our effort. We 
should be on the lookout for the antecedents to these chronic local infections 
among our patients, because our not being so, as he said, might be the cause of a 
twenty-five per cent. or a fifty per cent. loss of efficiency of that individual. 

In acute infection we should remember also the possibility of both the toxins 
and the bacteria of that patient invading the endocardium, of which among adults 
puerperal sepsis is a type. Think of that infection down there as being an area 
infested by millions and millions of germs forming there; think of the toxins as 
circulating and endangering every organ of the body; think of the heart that has 
to keep working and has to work harder when we have infections than when we 
are well, think of that overworked organ that is about to be stricken unto death. 
Think of the possibility of bacteria getting into the blood and invading the endo- 
cardium. So if we are the real conesrvators of our patients’ health in these acute 
infections we will be constantly looking for any change in the heart. We will 
anticipate any change by insisting upon absolute rest, upon free elimination to 
get rid of as much of the toxin as we can, and upon quiet for the heart. I think 
that is the keynote, that we should simp!y look to the etiology and the pathology 
and should eliminate them as far as possible. 

Dr. H. M. Williams, Wellston, Okla.: I appreciate the doctor's paper very 
much and I was very glad to note that he laid stress upon the clinical symptoms of 
endocarditis as against the symptoms found in the laboratory. These cases of 
endocarditis in children especially appeal to me as a condition which we overlook 
and perhaps mis-diagnose as often as any disease with which we come in contact; 
and especially is it confused, in my opinion, with incipient tuberculosis. 

The mere fact that in most of these cases that are met with we find that there 
is more or less cough accompanying it, and having the accelerated pulse and the 
temperature, would cause us to be misled a little early in our diagnosis. I think 
that it is true that it is met with in children oftener than we ever give it credit for 
because of the many avenues that we find in childhood as the source of infection, 
as the doctor stated in his paper, which were so vari-colored, due to the tonsils 
and other avenues of infection. 

On the whole it seems to me he covered the subject excellently and the paper 
was fine. 

Dr. Springer, closing: I wish to thank the society and the doctors who have 
discussed the subject. 

Dr. Flanagan laid more stress upon rest; there is no doubt at all about rest 
being required, it is the one prime thing in the treatment. The doctor also spoke 
of morphin. I was afraid to speak of morphin use in treatment because I did not 
want to start too much of an argument; but if I had any one drug to depend upon, 
it would be morphin, and my treatment would be rest plus morphin. He spoke 
of the difficulty in the diagnosis; the blood culture is often the only means of mak- 
ing a differential diagnosis, that is, the blood culture upon a media suitable for 
the spore contained in the bacillus. It has been the means of diagnosis when every 
other physical source has failed. The aortic accentuation at the aortic valve is a 
good point. 

Dr. Fowler spoke of the foci of infection: and he also spoke of the effects of 
toxins. I think when we have an acute infectious disease the part toxemia plays, 
and toxins, is even earlier; we think of the bacteria and forget about what they are 
doing. 

My experience coincides with Dr. Williams in finding that endocarditis is 
often misleading; in most all the cases which I see in association with other physi- 
cians it is generally endocarditis that is the basis of the trouble. If it is not, it is 
pyelitis. 

But I think we should consider endocarditis as a possibility and make every 
search to rule it out before we lay aside the diagnosis. 
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SOME-—COMPLICATIONS THAT MAY ACCOMPANY DENTITION: 
By H. M. WILLIAMS, Wellston, Oklahoma 


In discussing the subject matter of our paper, we deem it necessary to briefly 
review the intra-uterine development of the dentition process, also injuries that 
might occur to the dental process, at the time of parturition, that might later 
impair normal development of teeth. 

Chemical analysis will show that bone structure is composed of approximately 
sixty-seven per cent. earthy matter and thirty-three per cent. animal matter, and 
that the composition of the teeth is much higher in per cent. of earthy elements 
than bone structure. 

By reviewing our physiology we are told that the development of the de- 
ciduous teeth begins about the sixth week of intra-uterine life, after laying down 
the bony structure of the maxilla, and that their permanent successors begin to 
form about the sixteenth week of intra-uterine life. 

The same law prevails in animal life as in plant. To normally develop either, 
there must be furnished the necessary elements for reproduction, for without the 
required elements we cannot reproduce, and if furnished in insufficient quantities 
development is incomplete. 

Inasmuch as the period of intra-uterine development should naturally fall to 
the lot of the obstetrician, it will be through his efforts that we shall hope to over- 
come some of the many complications that accompany dentition. 

The deciduous teeth make their appearance as a rule during the first two and 
a half years of life. The appearance of the first teeth vary from the birth of the 
child to the first year of age, though it may occur at any time. As a rule, the 
first appearance is about the sixth to eighth month. Whether they are normal 
or abnormal in their development, must in our opinion depend, to some extent, 
upon the service rendered by the obstetrician. 

In the event there is a deficiency in the mother’s food supply, either in earthy 
or animal matter, the teeth will be too soft or too hard, according to the deficient 
element. In either event there will be an early disintegration of the deciduous 
teeth which leads to complications. 

Improper functionization of the kidneys of the mother at this time. will, it 
is claimed, impede the complete development of the dental bulb, resulting in im- 
perfect dentition. 

Again, at the time of parturition, numerous instances will occur in which much 
service can be rendered to the child, which will not only prove to be an advantage 
to the child in later years, but to the physician and dentist as well. Frequently 
injuries will occur to the inferior and possibly superior maxillary, especially in 
forceps delivery. If we would as physicians be as careful to adjust the maxilla 
as we are the head, unlimited benefit would result, as the permanent teeth will 
follow the sources of the temporary. Normal teeth will make their appearance 
with much more ease than abnormal. 

We shall now pass to the consideration of dentition from the time the teeth 
first pierce the gums until all the deciduous teeth make their appearance, during 
which time there may be many infantile ills to combat. 

The opinion formerly entertained by many physicians, and yet with some of 
considerable experience, and now prevalent among the laity, is that many of the 
infantile maladies arise from dentition. Others hold tliat teething is a common 
source of certain maladies, especially of functional derangement of organs remote 
from the mouth. A large per cent. holds that no pathological condition exists as a 
result of dentition and that dentition is a physiological and not a patho'ogical 
condition. 


*Read in Pediatric Section, Tulsa, May 15, 1918. 
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Let us consider briefly some of the more frequent complications that arise: 
first, that of the digestive tract; second, the involvement of the nervous system; 
third, the skin; and fourth, the bronchi; allowing you to arrive at your own con- 
clusion as to direct causes. 

The digestive tract may present a stomatitis, a diarrhea, a gastritis, or a dys- 
entery, one or more of these disorders being present at this time. 

The entire buccal surface will be inflamed with swelling around the dental 
bulb. The swelling is so great as to cause an influx of blood to the gums, accom- 
panied with considerable tenderness and pain and abscesses may form. 

This condition causes the child to carry its fingers to its mouth and to bite 
upon foreign objects, seeking relief. Unsanitary conditions usually prevail. 
Through this source pathogenic organisms will be carried to the mouth, where 
the already inflamed condition furnishes field for their development, which is 
doubtless a source of many of the digestive derangements that confront us during 
dentition. 

Barrier was of the opinion that the diarrhea of dentition depends usually upon 
what he calls a subinflammatory turgescence, limited to the gastro-intestinal 
follicular apparatus and may be due to deflected or alternated inervation. The 
same form is found in the adult due to emotion. 

The inflammatory conditions of the gums, the increased activity of the salivary 
glands added to the above, might be some predisposing causes, whether patholog- 
ical or physiological to producing, a pathological condition. 

The disturbance of the nervous system also is well marked at this time, due 
to the teeth being prolonged coming through the gums or several teeth making 
their appearance at once. This at times may produce functional disturbances 
referable to the cerebro-spinal system, and may result in convulsions. It is the 
opinion of some writers that, in the teething infant, this may be attributed to 
nerve excitement as a result of continued pain felt in the gums, and in turn causes 
a general influx of blood to the dental apparatus in which the entire vascular 
system of the head participates and further contend, when convulsions do occur 
at this time, a close study of the conditions will disclose some co-operating or 
predisposing causes; these producing a highly sensitive state of the nervous system 
with an additional stimulae, though trivial in itself, ends in convulsions. It is 
thought by some that this is similar to a chronic convulsion produced by a burn 
or cold, the same as diarrhea could be produced by emotion. 

It is the experience of almost every physician that at some time during the 
teething period of infantile life he is hurriedly called to a case, being informed that 
the child is having convulsions. These cases in most instances are accompanied 
with a temperature. Although we have seen cases upon our arrival, though two 
or more hours have elapsed, with no temperature. In this class of cases convul- 
sions will occur during the dentition period but when all the teeth have made 
their apperance will cease and the child will be healthy and normal. In many cases 
where convulsions do occur during dentition there is either a derangement of the 
gastro-intestinal tract or a temperature due to some co-existing causes or a child 
who may be of highly nervous temperament. 

In our observation, in the early settlement of the community, when hygienic 
conditions were poor, when malaria was prevalent, convulsions were much more 
frequent in teething children than in the community at the present time under 
improved hygienic conditions, and malarial fever is se dom met with. 

Many forms of nervous diseases were thought by early writers to be due to 
dentition; however, most all have abandoned this opinion at the present writing 
and hold the opinion that nervous diseases are due to other causes. 

A complication that occasionally accompanies dentition is that the teeth 
cannot seemingly pierce the gums, requiring scarification to give relief, a method 
we do not employ as in our experience no relief has ever been obtaineed by this 
procedure. 
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Some forms of skin complications are met with during dentition period by 
their direct relation to teething is Somewhat remote and exists only as a compli- 
cation. Urticaria or hives often make the r appearance at this time but usually 


appear accompanying a derangement of the digestive tract. Eczema may be 
present but bears no direct relation to teething, is our opinion. 
At times coughs may prevail during dentition, supposed to be due to the inflam. 


matory and swollen condition of the mucous membrane extending from the gums 
to the bronchi, which will immediately clear up when the teeth make their ap. 
pearance. We have frequently observed that coughs do eccur at this period 
and we are of the opinion that they are due to the above causes. 

In conclusion, if the mother during the period of gestation, the child at the 
time of birth and during dentition period, have received proper attention, then 
dentition can be considered a physiological function only; on the other hand, when 
we consider the great mortality of infantile life, that occurs during the dentition 
age of the child, and the anxiety felt by almost every mother for her child because 
of the great mortality during this age, shall we continue to say to her that no 
pathological condition exists, and not give the proper aid until it is too late to make 
dentition an uncomplicated physiological function? 


Discussion 


Dr. M. P. Springer, Tulsa: Dr. Williams has spoken well upon this subject, 
and it is one of the most annyoing subjects that come in a pediatrician’s practice, 
There are doubtless a great many complications associated with teething, but 
before I would ascribe any symptoms to teething I would want to be very careful 
of my physical examination. In any case where the only evidence I had of any 
trouble was teething, I would make another physical examination. Far too often 
in the press and rush of business we say that the symptoms are due and the child’s 
trouble is due to teething and come back to our office and in a few moments the 
mother calls up and says that we have a discharge from the ear. However, perhaps 
after the teething you have an eruption, the fever continues, and on another exam- 
ination we will find out that we have pyelitis. So for that reason, although un- 
doubtedly there is a group of symptoms associated with teething, I would advise 
you to be extremely careful to see that there is no other physical condition causing 
the trouble. 


Dr. J. A. Hatchett, El Reno: There is no doubt, as has been said, that there 
are reflex disturbances in the nervous system due to teething. We well remember 
that teething and worms have to bear a great deal of the burdens of pediatrics 
among the common people; it is either teething or it is worms. 

Another idea prevalent among the laity is that the gums must be lanced. | 
do not believe I ever lanced a gum in thirty-five years, but some parents are so 
insistent on our doing that, that we must lance the gum for every tooth the child 
cuts, they think that it has,to be lanced through. A young couple came to my 
office not long ago and said that their child was teething, that it had a tooth that 
was trying to come through and they wanted it lanced. I says, “I do not lance 
teeth.” They said, “Every one of them has been lanced, they would not come 
through if they were not lanced.” I said, “I do not lance this one.’ They said, 
“We have got to have it lanced.”. They went off and got a doctor to lance the 
gum. That is the notion of some people. 

I was glad to hear the doctor say in his paper that he did not believe in lane- 
ing teeth. I do not suppose anyone does, with one exception, probably. The 
teeth may become infected and have pus beneath the gum and then possibly they 
should be cleansed. The old idea of lancing teeth is deleterious and unphilosoph- 
ical and wrong. I am inclined to think, though, that children are predisposed to 
gastro-intestinal crises at the time of teething, and in the paper it was said that 
they might be due to infection of the mouth which produced the gastro-intestinal 
eruption and diarrhea. 
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Another thing: if the child is teething and you give it improper diet and it is 
of a neurotic tendency, it flies off into a spasm. You take an ordinary child that 
is teething and give it popcorn or gooseberries or plums or something of the kind 
and it will have a fit, in all probability. The nervous system seems to be specially 
susceptible and any gastro-irritant at once causes a spasm. 


Dr. Williams, closing: The first doctor who spoke, Dr. Springer, brought out 
the point relative to ear complications. I considered that but I omitted to treat 
it in my paper; I am glad he brought out the point because it is one that is met with 
frequently in this line of work. 

Dr. Hatchett’s point is well taken and I wish to thank him for his emphasis. 


I am a little sorry that we did not have the time to go into the details of this 
matter as thoroughly as we should. One of the greatest obstacles that we fellows 
who practice medicine in the country have to contend with is the fact that the 
prevailing opinion exists so persistently among the laity that the child is only 
teething. Shall we stop and say that teething, when we have the many compli- 
cations thet are associated with teething, is nothing more than a physiological 
process when we have failed in all probability to aid this mother in the proper 
line in which we should aid her during the stage of pregnancy to bring into the 
world a child which will have only the normal ailments of teething and that it 
might simply be a physiological process? I think that this is a question that prob- 
ably we pass over too lightly when we consider the many things that are so closely 
associated with teething and with infantile life during this period that could be 
emphasized; and that we might do more in teaching the laity that these things 
are more apt to occur at that period of life than at any other time. If we would 
do that, all these ailments would end in a natural course, but unless we do that 
then we may expect that we are going to have this trouble. 

I was hoping that the doctor who is practicing obstetrics would give us some 
of his experience before this discussion closed because I would like to have heard 
it. Being somewhat closely associated with a dentist, he criticizes me very severely 
because of what we fail to do as physicians in order to aid the child to bring forth 
better teeth. We overlook the fact that we should be careful in adjusting the max- 
illaries and especially the inferior maxillary, sometimes spreading the arch in order 
to aid functionization so that the teeth will come in apposition, and that we are 
the ones to do that. I believe it is a question which is going to be of momentous 
interest to physicians as a whole to give these subjects more attention. 

Until I was associated with a dentist in the last few years those things had 
escaped my observation. I hope that all the obstetricians who are present here 
today will bear in mind that important matter, and we fellows who practice med- 
icine also will keep it in mind and give some aid along that line. Since we have so 
many infections which enter the body through a decayed tooth, it is high time 
that we were giving this subject more attention than we have in previous years, 
that we may bring about normal development so that they will bring normal 
functionization, and that the children may have normal teeth and sound teeth, 
and by doing that we will eliminate many of the ailments, because I am sure that 
an early decaying tooth in childhood is a source of infection for gastro-intestinal 
troubles, and if we do not take care of them we will have these infections, 
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GONORRHEAL INFECTION OF UTERUS* 


By J. S. HARTFORD, M. D., Oklahoma City 
Professor Gynecology, University of Oklahoma 


In considering this condition we desire to discuss the treatment of the dis- 
ease, as the diagnosis is comparatively easy and is made by a reasonable study of 
a case. Anatomically, the uterus is divided into the cervix, body and fundus, 
For study of the gonorrheal infection, we have to deal mostly with the mucus 
membrane of the cervix and the mucus membrane of the uterus, and only in ex- 
treme cases have we to consider the musculature of the uterus. For convenience 
of study we have divided the treatment into: 

1. Palliative treatment of the cervix. 

2. Palliative treatment of the cervix and uterus. 

3. Operative treatment of the cervix. 

4. Operative treatment of the cervix and uterus. 

5. Palliative treatment following operation on tubes and ovaries for gon- 
orrheal infection. 

6. Operative treatment at the time of salpingectomy and oophorectomy. 

Infection of the cervix may be primary or secondary. A large per cent. of 
cases primary, from supposedly cured cases in the male. Infection of the uterus 
is comparatively rare and follows the infection of the cervix after menstruation, 
abortion, or instrumentation. In the nullipara, the internal os is a natural barrier 
to the infection penetrating the uterus. 

The mucus membrane of the cervical canal has racemose glands lined by 
columnar epithelium and is a fertile field for gonorrhea. In the treatment of the 
condition our efforts should be confined to the cervix, unless we are certain the 
infection has invaded the uterus. Having considered the type of the cervical 
glands, we know that mild, sinrple applications and douches will not get the best 
results. The cervix should be opened so that applications may be made up to 
the internal os, being careful not to go beyond this point with applications. We 
believe that no applicatoins are better than tincture of iodine and the silver salts, 
remembering that it is not so much the particular medicine used, as the method of 
applying same, that brings the best results. A solution of silver nitrate of from 
5 per cent. to 20 per cent. strength may be used, and also a 20 per cent. solution of 
argyrol, by flooding the vagina. When the stronger solutions are used, the vagina 
should be protected with cotton. Before the applications are made the cervix 
should be thoroughly dried and the applications should remain in the cervix for 
several minutes. 

When the uterus is infected there is not the pathologic change that there is 
in the cervix as the uterine glands are straight and lined with columnar epithelium 
and the position of the uterus gives good drainage. After the uterus is opened 
the same applications may be used with good results, the stronger application 
being made every alternate to third day, and the weaker solutions made every 
day. As vaginal douches | to 30,000 solution bichloride or permanganate solution 
may be used with excellent results. 

Some cases will not respond to the most careful and painstaking local treat- 
ments, and it is particularly this class of cases that we wish to lay stress upon. 
After weeks or months of treatment we feel that we are justified in resorting to 
operative methods of dilation of cervix and curettement of cervix and uterus. 
This should only be done in the most extreme cases and then only by the most 
careful technique. It is claimed by many gynecologic teachers that a curettement 
in the presence of a chronic gonorrheal infection may be done with impunity 
if the uterus is dried and tincture of iodine applied thoroughly to the uterine mucosa. 


“Read at the 26th Annual Meeting, Tulsa, Okla., May 15, 1918. 
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Our observations have led us to believe that this operation, as it is generally 
carried out, is a very dangerous procedure, and in many cases along with intra- 
uterine treatment is directly responsible for tubal infection and the subsequent 
peritonitis, with the possible loss of tubes and ovaries. In the operative cases 
upon the tubes and ovaries for gonorrheal infection, we have to consider what to 
do with the uterus. , 


We believe the following procedure will give the best results: 


First. As a rule we have to deal with young women, many of them single, 
and as far as possible we wish them to have their normal womanhood, and to this 
end in simple gonorrheal pyosalpinx, where the ovary is not infected, we do a 
double salpingectomy. 

In double tubo-ovarian cysts or abscesses with profuse adhesions, we do a 
sub-total hysterectomy with a later cauterization of the cervix. 


In older women with the same infection we do a complete hysterectomy. Our 
reasons for leaving the uterus in the first instance is self evident and the majority 
of women get along without further trouble, and are certainly grateful for the nor- 
mal menstruation and the escape of an early menopause, with its train of nervous 
and psychical phenomena. 


The second class leaving a portion of an ovary is always questionable, and 
you have to consider the question of the immediate healing of the ovary, and the 
subsequent cystic degeneration of the ovary. 

We have taken some long chances in chosen cases of this type, with very happy 
results, but one must expect quite a large per cent. of these cases to come to sub- 
sequent operation, not on account of the gonorrheal infection, but on account of 
the circulation of the ovary being interfered with and the cystic degeneration. 

In both the first and second classes where the uterus remains the patient must 
be advised that an immediate cure will not be obtained, but careful local treatment 
to the cervix and uterus must be carried out over a period of time, Many times 
the first operative symptoms in this class of cases is very severe, but always re- 
sponds to treatment. 

In the younger class of women we leave the cervix, as it leaves the vagina in 
a more norma! condition and we believe not quite the danger of prolapse, but the 
remaining stump of cervix must be treated by cauterization or it becomes a source 
of great annoyance. In this class of cases, approaching the cancer age, the cervix 
should be removed, as it eliminates the point of greatest infection in the uterus, 
and relieves any danger of malignant development. 

Conclusions 

1. The principal palliative treatment should be in the cervical region. 

2. More care should be given to the method of applying treatment, than to 
the drugs used. 

3. The uterus should rarely ever be curetted in the presence of a gonorrheal 
infection, but when done should be followed by a strong germicide to the mucus 
membrane. 

4. Where sufficient ovarian tissue to carry on menstruation is left, the 
uterus should not be removed. 

5. In tubo-ovarian cysts and abscesses with dense adhesions hysterectomy 


should be done. 
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EDITORIAL 








THE PHYSICIAN LOSES 


The more we become acquainted with the medical mind, the more we lean to 
the oft repeated statement and general opinion that the doctor is not a goed bus- 
iness man. For seemingly studied disregard of fundamentals where he is vitally 
concerned, he seems to be the premier in neglecting the simplest formula. 


Some months ago the Medical Defense Committee, after much work, bearing 
in mind the rules and experience of all other state societies having medical defense 
features, prepared, with the assistance of the Association’s attorneys, a concise 
statement of rules and advices on this most important matter. A copy of the book- 
let was mailed each memter. Across the front was a line indicating its possible 
importance to the member with the request to’ preserve it for future reference. 


We now have to deny a member defense on his particular suit solely on account 
of his neglect of the fundamental principles involved. Living in a populous city, 
with the necessary conveniences at hand for such work, he failed to have a radio- 
graph made of a fractured femur. This alone would operate to lose him defense 
in nearly all state associations. In addition to that he waited until answering 
day—three weeks after he was served with summons—to notify the association 
of his plight. 


Our sympathies go out to any physician who is so unfortunate as to be sued. 
Such suits are nearly always based on meanness on the part of either the plaintiff 
or possibly some enterprising physician standing on the side lines in the darkness 
of his own smallness and obscurity, but we simply cannot and will not make ex- 
ceptions violating the clearly stated rules laid down by the defense committee. 
Every member has been put on his notice as to these rules, if he fails to observe 
them he has only himself to blame. The Medical Defense Committee again 
positively reiterates that it refuses to be held responsible for loss to the individual 
physician in case he fails to observe the rules. The rules for expenditure of the fund, 
which is indeed a trust fund in the truest sense, were made long before he was 
sued and they cannot be set aside to fit the individual demand. Securing defense 
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is such an easy and simple matter that one wonders what the physician is doing 
to cause him to lose his rights. The only answer is that he neglects the simplest 
rules of good business and often the well established rules of proper medical prac- 
tice. 

Again members are warned to follow the rule, otherwise they must not try to 
place the blame on anyone except themselves should they lose. 


THE COUNCIL OF NATIONAL DEFENSE PUTS A CURB ON THE 
IRRESPONSIBLE 


The Journal is in receipt of the communication appended below. We are not 
advised of the specific reason for the issuance of such a statement, but conclude 
that the Coun t/ has been advised that some of its members or members of state 
committees have overstepped their range of instructions and scope of authority 
in insistence that physicians join the Medical Corps or the Volunteer Service 
Corps. Numerous complaints, written and personal, have been lodged with the 
Journal with reference to criticism of physicians who have not seen fit to join the 
Medical Corps. In some instances the men omplaining assert that the desire 
to have them join the Army is not born of the needs of the situation, does not take 
into consideration the needs of the community wherein the physician resides or 
that they are physically incapacitated for service. There is no question but what 
aman or a committee of men seeking to dictate a line of action for a physician to 
follow should be very well informed of his situation in every respect before they 
may properly and in good faith suggest what he should do. We have pointed out 
before that the American physician needs no whip or “draft’’ to cause him to do 
his wholehearted duty in any crisis of a national character. 

OFFICIAL ANNOUNCEMENT 
THE VOLUNTEER MEDICAL SERVICE CORPS 


An Appeal to Executive Committees and County Representatives of the Volunteer Medical Service 
Corps, and State Committees of the Council of National Defense 


No official or committeemen representing the Volunteer Medical Service Corps or the General 
Medical Board of the Council of National Defense, is now authorized or has been authorized to favor 
any organized or unorganized method of coercion in inducing members of the medical profession to 
join the Medical Corps of the Army or Navy, or the Volunteer Medical Service Corgs. Our committee- 
men are especially urged against favoring any movememnt that would threaten to impair a medical 
man’s standing in his local, state or national society because he refused to enroll in the Army or Navy, 
or the Volunteer Medical Service Corps. 

IT MUST BE MADE CLEAR THAT THE VOLUNTEER MEDICAL SERVICE CORPS 
Is A VOLUNTEER ORGANIZATION WHICH HAS FOR ITS OBJECT THE ENROLLMENT 
AND CLASSIFICATION OF THE PROFESSION. Its members are entitled to wear an insignia 
which will clearly indicate that they have offered their services to the government, when such services 
areneeded. Patriotism cannot be created by coercion. It also must be made clear that the Volunteer 
Medical Service Corps has for its primary object, furnishing its classification to the Army, the Navy, 
the Public Health Service, the Red Cross and Provost Marshal, as well as to civilian institutions and 
communities, as a guide in providing for their needs to the best advantage 

The object of the Corps is not to disturb any medical man in the performance of any duty to 
which he has been assigned by any governmental agency either for service at the front or at home 

(Signed): Edward P. Davis, President, 
Volunteer Medical Service Corps 


Franklin Martin, Chairman, 
General Medical Board, Council of National Defense 


OUR ASSOCIATION AND THE WAR 


Contrary to natural expectations the membership of our Association has not 
been depleted by the war, but has reached the high water mark of history. Never 
before have we been able to muster as many as fifteen hundred members, though 
we have run near that number more than once. Now our membership lists run 
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respectably above that figure. It is easy to see the reason for this condition, 
It is explainable on two grounds: First: Oklahoma has and had for some time prior 
to the war an unprecedentedly prosperous era; secondly, practically all co9nty 
societies excepting a few, neglectful of the proprieties involving such a situation, 
carried the absent member. This latter determination resulted in the absentee 
receiving his Journal, even though he was overseas in France with the American 
Expeditionary forces. In a few counties, noticeably Ottawa, which had a large 
influx of physicians from other states, an active and widely alert county secretary 
lost no time in attaching the newcomer to the ociety membership. 


The effort to keep up with the rapidly moving member of the Medical Corps 
of the Army has been most difficult. In all cases an effort has been made to follow 
the doctor wherever he goes with his home Journal in order to give him such news 
as was obtainable of the activities of the doctor he left at home to look after his 
community. 


In order to keep our mailing lists uptodate we shall appreciate prompt infor- 
mation of changes of address and status of any of our members. 


THE NURSE IS NOT AN ANESTHETIST 


THE ROCKEFELLER INSTITUTE 
FOR MEDICAL RESEARCH 
NEW YORK 


October 1, 191. 
To the Editor: 


A gradually increasing misconception of the Art of Anesthesia has led to a 
rather unique condition of affairs. 


We find that nurses and other lay persons may, by the simple acquisition of 
a few rules, become anesthetists. Large institutions have adopted the nurse 
anesthetist upon grounds of economy, expediency and even sentimentality. 
It is argued that these workers can be employed at little expense, that the supply 
meets the demand and that the feminine element eliminates fear and works for 
smoothness during the induction of the anesthesia. 

These institutions may employ lay persons to take their X-ray pictures and 
to make urinary, blood or sputum examinations but does any one dream of speak- 
ing of these workers as the hospital roentologist or the attending pathologist? 
They are employed as technicians. The nurse who administers an anesthetic is 
an anesthetic technician. She can never be more without a medical degree, for 
in order to understand the language of anesthesia one must have intimate ac- 
quaintance with anatomy, physiology, medicine, surgery, diagnosis, psychology 
and special branches. 

The nurse who in discussion with a medical man attempts to defend a theory 
relating to anesthesia cannot fail to feel the presumption of it and, if graced with 
it, to see the absurdity of such a position. Yet it has actually come to pass that 
medical men have suffered themselves to be instructed by a nurse in the theory 
and practice of anesthesia. 

In justice to an important branch of surgery and to our medical confreres 
who devote their training and their energy to its development let us drop the 
term anesthetist as applied to its non-medical workers and adopt the term anes- 
thetic technician. 

Paluel J. Flagg. 
The above is printed for the information of the Oklahoma medical profession. 


—Ed. 
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THE VOLUNTEER MEDICAL SERVICE CORPS 


Judging from the number of inquiries coming to the office of the Medical 
Society, one is constrained to believe that the questionaire recently sent out for 
the purpose of securing material for the formation of the above mentioned corps 
has very much beclouded rather than clarified the atmosphere for the medical 
profession. Many questions are being asked as to the propriety, the necessity, or 
the value of such a corps. The last inquiry was from a doctor who had seemingly 
gained the impression that the offering of his services for this work might satisfy 
the government and perhaps he would not need to comply with the government 
order to register Sept. 12th. 


It would seem fitting that our great rep esentative “Journal” could and should 
lay the matter definitely before the profession at large. To be sure, it has taken 
cognizance of it in its “Queries and Answers” column, but such are not always 
read, as recent inquiries indicate. To the Bulletin it would appear that the seem- 
ing multiplicity of heads would be confusing to the ordinary physician. He hears 
of many sources of authority and wonders which he should obey or whether he 
should obey all. In view of these circumstances it has seemed worthful that a 
statement be made in connection with this subject. 


The Volunteer Medical Service Corps is merely another example of the way 
in which the Medical Section of the Advisory Commission of the Council of Na- 
tional Defense has appropriated executive powers and functions never conferred 
on it. There is no other section of the Advisory Commission that has ever assumed 
any executive functions such as has been assumed by the Medical Section. The 
Volunteer Medical Service is a sort of society, of which the members have nothing 
to say about its organization and management. It is presented to the medical pro- 
fession with its officers duly selected by a hand-picking process of the chairman of 
the Medical Section of the Advisory Commission. 


The physician who joins the Volunteer Medical Service Corps simply enters 
into a gentleman's agreement to volunteer for military service if the Central Gov- 
erning Board of the organization asks him to do so; he also agrees to comply with 
any requests for service made by the Central Governing Board. In other words, he 
delegates such power of choice as he may have, to the governing board of the 
organization. If the physician is of draft age he is delegating power which he 
does not possess, since the only bodies which have the power of calling up a man 
for military service or to exempt him from such service, are the selective service 
boards, which act on regulations issued by the Provost Marshal General. There- 
fore, the physician who does not join is in exactly the same position, as regards 
present or future military service, as the physician who does join. The — 
tion has no military sté nding and membe ‘rship in it does not in any way change 
physician’s situation as regards his legal obligation for military service. Member- 
ship does not give him any military standing. All that the organization can do 
for him is to give him a button indic ating that he is a member of it. The organiza- 
tion may, if the physician is exempted by his selective service board because of 
physical diasbility or other cause, assign him to some civilian occupation which he 
has pledged himself to accept, but which it cannot compel him to accept. Even 
the government could not do this unless it put the man on active service and pays 
him as an officer, or otherwise contracted for his services. 


Among other things the Volunteer Medical Service Corps is undertaking to 
tabulate the profession for military purposes anew. particularly through its di- 
rector. The profession has already been very thoroughly tabulated by the American 
Medical Association and there is no doubt that the proposed organization could 
not have stirred a wheel if it were not for the fact that the American Medical 
Association had already done this work so well long before our country entered 
the war. Its first directory appeared in 1906. In fact, there is more than a suspi- 
cion that this society is organized largely for the purpose of trying to displace the 
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American Medical Association as an organization on which the Surgeon-Generals 
may depend for information relative to the physicians of the United States. 

There is no reason in the world why a physician should join this society if 
he does not see fit to do so. The medical profession up to this time has volunteered 
its service in sufficient numbers to satisfy all the needs of the military forces. It 
has done so, quietly and unostentatiously. It is, therefore, a good deal of an insult 
for this Medical Section of the Advisory Commission to try to make physicians 
pledge themselves to volunteer for service, if needed in the future, as though their 
course of action dur ng the past had shown that they were unwilling to volunteer 
and that such a pledge wa; neces:ary. The new selective service law, covering 
as it does some 75 000 physicians, assures the government of having all the phy- 
sicians that it needs for the proposed military program. The se'ective service 
boards are empowered to exempt any physician who can show that his services 
are necessary to the community or to any industrial or manufacturing plant. 
These facts are all the evidence that is required that such an organization is an 
unnecessary and wholly superfluous proposition. 

it is no reflection on a physician's patriotism if he does not join this organiza- 
tion. If fai'ure to join signifies anything, it shows some independence of spirit 
and a disposition not to be awed by a pseudo-military demand, and not to desire 
to camouflage one’s willingness to serve by a pseudo-military rank.—Bulletin 
Chicago Medical Society. 





PERSONAL AND GENERAL NEWS 





Dr. F. A. White, Mill Creek, has moved to Wapanucka 

Dr. T. H. Briggs, Atoka, was on the sick call for October. 

Dr. D. E. Little, Eufaula, has been promited to a captaincy 

Dr. J. O. Irwin, Pauls Valley, was seriously ill with pneumonia in October 

Dr. W. W. Woody, Tulsa, received his commission and orders to report to Ft. Oglethorpe 
Dr. H. M. Stricklen, Newkirk, has received his commission and was ordered to Ft. Riley 
Dr. J. G. Thomas, Alluwee, has been discharged from the army and will locate at Chelsea 
Dr. T. H. Shelton, Okmulgee, has been appointed city physician vice Dr. A. H. Herr deceased 
Dr. Millington Smith, Oklahoma City, was a victim of influenza in an aggravated type in Oc- 


tober 

Dr. Howard McKinney, Durant, has been commissioned in the army and ordered to Camp 
Logan 

Dr. E. B. Thomason, Velma, has received his commission and orders to report at Camp Me- 
Arthur 


Dr. K. L. Colley, Bigheart, was commissioned and ordered to army service at Ft. Riley in Sep- 
tember 

Dr. W. P. Rudell, Altus, has been commissioned in the army and ordered to report at Ft. Riley 
for duty 

Dr. W. D. Faust, Ada, has been appointed medical officer of the Students Army Training Corps 
at that point 

Dr. Sessler Hoss, City Superintendent of Health, Muskogee, 
from influenza 

Dr. J. J. Williams, Weatherford, has been appointed medical officer for the Students Army 
Training Camp 

Dr. D. W. Conger, Mounds, has just undergone an operation at Tulsa in order to qualify for 


was reported seriously ill in October 


military service 

Dr. W. H. Aaron, Pawhuska, resigned his position as Local Board medical officer and received 
his commission in the army 

Dr. B. T. Bitting, Enid, has been appointed physician to the Student Army Training Camp at- 
tached to Phillips University 

Dr. D. M. Lawson, Nowata, has been appointed captain in the Medical Corps of the 
orders to report at Camp Logan, Houston, Tex 

Dr. J. 1. Tucker, Norman, has established a hospital known as the Cleveland General Hospital 
Miss Blanche Haven is Superintendent of Nurses 


» Army with 





—— 


} and had practiced in Drumright for four years. He is survived by a wife, Mrs. Lila Worald 
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DOCTOR THOMAS FRANK LAIDIG. 


Dr. Thomas F. Laidig of Drumright died October 12 from pneumonia following influenza. 
Dr. Laidig was 31 years, 5 months and 20 days old at the time of death. His birthplace was 
Decatur County, Kansas. He graduated from the Medical Department of Oklahoma University 


—— 


Laidig, and two boys aged four and six years respectively. Doctor Laidig had just received 
his commission in the Medical Corps of the Army and was preparing to leave when he became 
il. He was buried in his uniform in the cemetery of his family at Danbury, Nebraska. He 
was a member of the Masonic and many other orders. He is mourned by many friends who 
regret his death at the time when he was just entering on what promised to be a long and useful 
career. The Drumright Medical Association met and passed fitting resolutions to his memory. 





DOCTOR JEAN PAUL GAY. 


Doctor Paul Gay of McAlester is dead. The news of his death comes as a distinct and 
terribly regrettable shock to his many friends, who not only held him in high esteem as an able 
physician, but for his sterling worth as a man and superior citizen who appreciated the things 
worth while in life and deplored the shams and artificialties. 

Dr. Gay was born in Winchester, Illinois, and was 34 years of age at the time of his 
death from pneumonia following influenza. He received his education from the University of 
Louisville and Washington University. He is survived by a wife, his father and mother and a 
brother, Kent Gay, an attorney of McAlester. A friend writing of his death says ‘*The senti- 
ment of the profession in McAlester and Pittsburg County is that in the death of Dr. Gay we 
have lost the most unselfish, generous and universally popular of our number’. This opinion 
will be voiced by all who knew him. 

He had just been commissioned in the Army, but the Public Health Service requiring 
an expert in genitourinary and venereal infections were asking for his release to accept a Cap- 
taincy in that branch for the purpose of cooperating with the State Department of Health in that 
work, the intention being to have Dr. Gay organize the State for permanent work and act as 
executive officer. 





, ' DOCTOR HARRY BLENDER. 

Dr. Harry Blender, Okeene, Blaine County, First Lieutenant, Medical Corps, U. 8S. 
Army, stationed at Camp Greenleaf, Ga., where he was taking intensive training in the Medical 
Officers Camp, died there October 6th from pneumonia following influenza, interment taking 
place at Okeene. . 

Dr. Blender had practiced medicine in Okeene eleven years and was a success due 
solely to his industry, indefatigable energy and intelligence. He was born in Dallas County, 
Illinois, and was nearing 34 at the time of his death. He is survived by his wife, Mrs. Lulu 
Rucker Blender, and two sons, his mother and four brothers, one of whom is an Illinois physi- 
cian. A host of friends both in the medical profession and out sincerely mourn his loss for 
he was one of the kind of men a community regrets to lose and one that cannot be easily re- 
placed to a grateful citizenship to whom he had endeared himself. He was a member of the 
Masonic, Odd Fellows and other organizations. For many years he had been a respected 
member of our association. Just prior to his death he had been one of a very few men selected 
for special service, after competitive examination of a severe character. 











Dr. T. B. Hinson, Enid, Assistant Surgeon in the Navy, who has been stationed at Oklahoma 
City, has been ordered to Phoenix, Arizona, for duty 


Medical Advisory Boards thoughout the country were order ed to be reduced to not more 
than ten members in number early in October by the Provost Marshal General 


The C. V. Mosby Company, St. Louis, announce the issuance of an 88 page catalogue covering 
the new books they are offering to the professions of medicine, nursing, dentistry and pharmacy 


Dr. L. S. Willour, Major, M. C., U.S. A., McAlester, for some time attached to Camp McArthur, 


has been given command of a Base Hospital at Allentown, Pa., and information indicates that he is 
now on his journey overseas 
Dr. Robert M. Howard, Oklahoma City, Major, M. C., it is announced, has arrived in Siberia 


Dr. Howard is in charge of a Base Hospital with the American troops now invading Bolsheviki territory 
from the base at Vladivostok 
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Dr. R. R. Smith, Tulsa, rejected for the fifth time on account of physical disability, announces 
that he is “through trying.”’ He is just completing a course in genito-urinary work in St. Louis and will 
soon return to Tulsa to take up his old work 

Dr. C. S. Wilkerson, formerly of Roff and Ada, died at the Sherman, Texas, hospital October “th 
Dr. Wilkerson removed from Oklahoma a few months ago. His death was due to pneumonia following 
influenza. He was 41 years of age at the time of his death and is survived by a wife and six children 

Dr. J. Wade Bone, Mayor of Sapulpa, advises the Journal that the article in September Journal 
indicating that Sapulpa had 4th of July casualties has no basis in fact, that no physician there reported 
such cases. We are glad to make the correction, especially as a physician is at the municipal helm of 
state 

The Waiter E. Wright Laboratory, Tulsa, announces that for the duration of the war and during 
the absence of Captain Wright the Laboratory will be in charge of Dr. Amin Boutros and Misses E. M. 
Quirk and Helen Wadleigh, and that the Tulsa Hospital will continue under the superintendency of 
Mrs. Ethel Wilson 

Dr. Harry Blender, Okeene, Ist Lieutenant, Medical Corps, U.S. A., died-October 6th at Ft 
Oglethorpe, Ga., where he had been stationed for some time taking training for army work. The cause 
of death is said to have been pneumonia following influenza. Dr. Blender had been located at Okeene 
for many years and was one of Blaine County's successful practitioners. His death is regretted by a 
host of friends 





| MISCELLANEOUS 





IN FLANDERS FIELDS* 


In Flanders fields the cannon boom 
And fitful flashes light tLe gloom, 
While up above, like eagles, fly 
The fierce destroyers of the sky; 
With stains the earth wherein you lie 
Is redder than the poppy bloom, 
In Flanders fields 


Sleep on, ye brave. The shrieking shell, 
The quaking trench, the startled yell, 
The fury of the battle hell 
Shall wake vou not, for all is well, 
Sleep peacefully for all is well 
Your flaming torch aloft we bear, 
With burning heart an oath we swear, 
To keep the faith, to fight it thru, 
To crush the foe or sleep with you 

In Flanders fields 

C. B. Galbreath, Columbus, Ohio 


*This was written in reply to the pathetic piece of poetry by Surgeon John McRae of the 


Canadian Army. It is contributed by Dr. Chas. W. Heitzman, Captain, M. C., U.S. A., Regimental 
Surgeon 83 Infantry, Camp Beauregard, La 


CALCREOSE 

Calcreose is a creosote product, made in the United States of America, by an American manufac- 
turer. Clinicians have used it with good results in the treatment of all forms of bronchitis and es- 
pecially the bronchitis accompanying pulmonary tuberculosis. It has been taken for long periods of 
time, and in large doses, without causing gastric irritation or discomfort; no burning; no nausea. Cal- 
creose is also valuable in gastro-intestinal infections. Incidentally, the price of this product is far below 
that of other creosote products of foreign manufacture. The booklet, “Calcreose Therapeutics,’ which 
contains all information as to indications, dosage and method of administration, may be obtained by 
writing to The Maltbie Chemical Co., Newark, N 


COUNCIL ON PHARMACY AND CHEMISTRY. 
NEW ARTICLES ACCEPTED 
During September 
Non-Proprietary Articles: Benzyl! Alcohol 
Armour and Company: Corpus Luteum Capsules, 2 Grains; Thromboplastin Solution —Armour 
Gilliland Laboratories: Antipneumococcus Serum, Type 1. 
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Hynson, Westcott and Dunning: Phenmethylol—H. W. and D.; Phenmethylol Ampules, | 
per cent., H.., W. and D.; Phenmethylol Ampules, 2 per cent., H., W. and D.; Phenmethylol Ampules, 


4 per cent., H., W. and D. 
Riedel and Company: Salipyrine Tablets, 7 1-2 grains. 


E. R. Squibb and Sons: Chlorcosane—Squibb; Halazone—Squibb Tablets, 1-16 grain; Solargen- 


tum—Squibb W. A. Puckner. 


NEW AND NONOFFICIAL REMEDIES 


Chiorcosane—Squibb. It complies with the standards for chlorcosane, N. N. R. Chlorcosane 
js a liquid, chlorinated paraffin containing its chlorine in stable (non-active) combination. It is used 
as a solvent for dichloramine-T and is itself without therapeutic action. E. R. Squibb and Sons, New 
York. 

Thromboplastin Solution—Armour. An extract of cattle brain in physiological sodium chloride 
solution prepared according to the method of Hess. It complies with the description of Solution Brain 
Extract, N. N. R. As a hemostatic, the solution is applied directly to bleeding tissues or applied by 
means of a spray or tampon. See New and Nonofficial Remedies, 1918, p. 136, under “Fibrin Ferments 
and Thromboplastic Substances (Kephalin).’"” Armour and Co., Chicago. 


Corpus Luteum Capsules, 2 Grains. Each capsule contains 2 grains of corpus luteum—Armour 
see New and Nonofficial Remedies, 1918, p. 237). Armour and Co., Chicago. 


Phenylcinchoninic Acid—Abbott. A brand of phenylcinchoninic acid, U.S. P. (see New and Non- 
official Remedies, 1918, p. 269). The Abbott Laboratories, Chicago 


Parresined Lace-Mesh Surgical Dressing. Net mesh gauze impregnated with and containing 
from 45 to 50 per cent. of parresine (see New and Nonofficial Remedies, 1918, p. 247). The Abbott 
Laboratories, Chicago. 

Halazone—Squibb. A brand of halazone complying with the standards for halazone, N. N. R 
It is marketed only in the form of Tablets Halazone-Squibb 1-16 grain, each containing halazone- 
Squibb, 1-16 grain, anhydrous sodium carbonate, 1-16 grain, and sodium chloride, 1 3-8 grains. Hal- 
azone tablets are used for the sterilization of drinking water, one to two tablets being added to one 
quart of water. E. R. Squibb and Sons, New York (Jour. A. M. A., Sept. 28, 1918, p. 1059). 


PROPAGANDA FOR REFORM 


An Italian View of the Proprietary Evil. A. Burri, professor of clinical medicine at Bologna, 
protests against the way he is importuned to prescribe only made-in-Italy pharmaceuticals. He de- 
clares his unswerving patriotism, but insists that the physician’s duty is to prescribe that which is best 
to restore the health of his patients. He holds that to elevate the pharmaceutical industry of Italy, 
there must be founded a supreme Council of Chemists, pharmacists and clinicians who will examine 
the made-in-Italy pharmaceuticals with the severest scientific impartiality (Jour. A. M. A., Sept 
7, 1918, p. 840) 

The Patriotic Medical League in Italy. In a recent issue of the Unione dei Medici Italiani per 
la Resistenzia Nazionale of Italy, the work of the A. M. A. Council on Pharmacy and Chemistry is 
described in detail. The description of the work of the Council is by Dr. V. Ronchetti, physician in 
chief of the Ospedale Maggiore of Milan. He refers to the work of the Council to show what is being 
done in the United States in this line, “in a truly, admirable, simple and practical manner,’ and compares 
this with the ineffectual control of pharmaceuticals in Italy. He holds that it should not be a difficult 
matter to coordinate certain departments in Italy’s universities to form the nucleus for an institute 

Sugar Treatment of Tuberculosis. Domenico Lo Monaco, professor of physiologic chemistry of 
the University of Rome, has studied the influence of the secretions of sugar parenterally introduced 
He found that when persons with copious bronchial secretions are given subcutaneous injections of 
4 or 5 gm. of sugar (saccharose), expectoration rapidly diminishes and ceases completely in many 
cases. It is claimed that an intramuscular injection of strong sugar solution is of considerable value 
in the treatment of the tuberculous in that by diminishing the bronchial secretion, it diminishes the 
cough and annoying night sweats. It is further suggested that the treatment will be useful in that 
it will decrease the amount of sputum scattered about by consumptives (Jour. A. M. A., Sept. 28, 
1918, p. 1083) 

_ _Carminzym Not Admitted to N. N. R. The council on Pharmacy and Chemistry reports that 
Carminzym (Fairchild Brothers and Foster) is declared to contain in each tablet approximately 32 
mg. of an extract of pancreas, 50 mg. sodium bycarbonate, 172 mg. prepared chalk, 1.5 mg. powdered 
Ipecac and “aromatics q. s.” Without considering other possible conflicts with its rules, the Council 
held the preparation inadmissible to New and Nonofficial Remedies because it is an irrational mix- 
ture, the use of which is detrimental to therapy. The Council explains that the employment of mix- 
tures of pancreatic extract, alkalis, ipecac and carminatives in fixed proportion leads to slipshod treat- 
ment and tends to make the practice of medicine mere guesswork (Jour. A. M. A., Sept. 28, 1918, p. 
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Deterioration of Argyrol Solutions. The manufacturers of argyrol advise that argyrol goly. 
tions be made freshly when required. The need for this precaution is confirmed by a report of work 
which indicated that the gonococcidal activity of an argyrol solution began to decrease a few day 
after it had been made and had decreased 75 per cent. after two months (Jour. A. M. A., Sept. & 
1918, p. 1084). 

The Administration of Quinin. From a study of the elimination of quinin in different diseases 
it appears that for optimal effects it is best in most cases to give quinin every three or four hours jy 
approximately 0.25 gm. doses, preferably by mouth except when there are gastro-intestinal disturb. 
ances, and here subcutaneous or intramuscular injection is indicated. Needless to say, the daily ) 
gm. should be exceeded in cases of pernicious and primary malaria. The intravenous method should 
be employed in pernicious cases (Jour. A. M. A., Sept. 28, 1918, p. 1086). 

Instability of Fluidextract of Ergot. There is some difference of opinion among investigators a 
to the keeping quality of fluidextract of ergot. However, it is clear that it loses its activity quite rapidly 
and may become inert within a year (Jour. A. M. A., Sept. 28, 1918, p. 1084). ; 


DERMATITIS VENENATA 


E. S. Lain, Oklahoma City (Journal A. M. A., Oct. 5, 1918), says that having 

practiced in the South he has had opportunities to observe various plants that can 
produce local poisoning of the skin, and during the past several years he has fre. 
quently noticed in hucksters and gardeners a form of dermatitis difficult to account 
for other than on the basis that it had been caused by some common garden veg- 
etable. In the summer of 1916 Lain’s attention was specially directed to the tomato 
plant as he had noticed several cases of the eruption following the gathering of 
tomatoes from rank and dewy-laden plants. He found no referneces to this cause 
in the available literature, but on referring to the reference department of the 
American Medical Association, he learned of one French article that mentioned it. 
For several centuries, as is well known, the plant was regarded as poisonous, and 
not until the middle of the nineteenth century had it become a common edible fruit. 
Most of the group to which it belongs contain poisonous alkaloids or glucosids 
which may be converted into a certain amount of hydrocyanic acid. According 
to Panmel, the tomato plant contains saponin among other active elements. This, 
according to physiologic chemist, when applied in soluble form to the mucous mem- 
branes, or delicate epithelium becomes a violent irritant. The eruption that Lain 
has seen in recent years frequently begins as a mild stinging or itching on the dorsum 
of the hands, wrists and both surfaces of the forearms. In a few hours an erythema 
appears, followed by a papular eruption. All the patients gave a history of having 
exposed their hands and forearms to the plant. Two of the cases are reported. Itis 
a little remarkable that this plant poisoning has not been more noticed by derma- 
tologists and it may be rare or confined to certain soils or seasons. The author 
does not think it deserves a new nomenclaturé but can simply be numbered among 
the numerous causes of dermatitis venenata. 


PAROTITIS IN PREGNANCY 


W. P. Manton, Detroit (Journal A. M. A., Sept. 28, 1918), reports a case of 
parotitis following induced abortion for pernicious vomiting in pregnancy in the 
thirteenth week. The disease continued thirty-three days with intense suffering, 
swelling of the neck glands and free suppuration. The case was clearly one of 
severe sepsis. The cause of the mumps in such cases has not been definitely dis- 
covered as applying to all cases. Symptomatic parotitis sometimes occurs as a 
grave complication in infectious fevers and is occasionally a sequel of other dis- 
orders. It may follow operations, and the existenct of a distince connection be- 
tween venereal disease and the mumps has been demonstrated. The bacterial 
organism found in most reported cases, however, is staphylococcic pyoqenes-aurews, 
There must be either a general or a local infection in any case of postsurgical or 
obstetric parotitis, either through the blood or directly through Stenson’s duct. 
According to the nurse in the case reported, the patient had a very foul mouth 
before the attack of mumps, and Manton is inclined to think that the infection of 
the parotid gland was through the mouth instead of being of pelvic origin. 
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OFFICERS OF COUNTY SOCIETIES, 1918 


County 


President 


.A. J. Sands, Watts 
H. A. Lile, Aline 


} B. Leisure, Watonga 
+ Reynolds, Durant 
H. Taylor, Anadarko 

P F. Herod, El Reno 

.V. L. McPherson, Boswell 

F. W. Boadway, Ardmore 

J. J. Gable, Norman 

.W. G. Blake, Tahlequah 

_J. Matt Gordon, Weatherford 


..E. R. Dunlap, Lawton 


__.*H. B. McKenzie, Enid 
_.H. P. Markham, Pauls Valley 


D. S. Downey, Chickasha 


~~ Nay Neel, Mangum 


W. T. Ray, Gould 


-__T. H. Hardin, Olustee 


E. B. Hamilton, Wilburton 
E. E. Shippey, Wister 


.A M. Marshall, Chandler 


J. L. Adams, Pryor 


J. W. West, Purcell 
B. J. Vance, Checotah 


_J. G. Noble, Muskogee 
..L. D. Stewart, Perry 


Pa E. Brookshire, Nowata 


John A. Reck, Oklahoma C ity 
W. C, Mitchner, Okmulgee 
A. M. Cooter, Miami 

G. W. Goss, Pawhuska 


z M. Harris, Cushing 

H. McCarley, McAlester 
2 M. Anderson, Shawnee 
B. F. Sullivan, Ada 


.--H. C, Johnson, Antlers 
..W. E. Smith, Collinsville 


__W. M. Hunter, Vian 


D. M. Montgomery, Mariow 


...W. H. Langston, Guymon 
...H. D, Murdock, Tulsa 


E. Hayward, Wagoner 
D. W. Bennett, Sentinel 
G, F. Woodring, Bartlesville 


-¢ A. Workman, Woodward 


G. M., Bilby, Alva 


Secretary 
A. J. Patton, Stilwell 
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